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Abstract
Background
Patient accessible electronic health records (PAEHRs) enable patients to access and manage personal
clinical information that is made available to them by their health care providers (HCPs). It is thought that
the shared management nature of medical record access improves patient outcomes and improves patient
satisfaction. However, recent reviews have found that this is not the case. Furthermore, little research has
focused on PAEHRs from the HCP viewpoint. HCPs include physicians, nurses, and service providers.
Objective
We provide a systematic review of reviews of the impact of giving patients record access from both a
patient and HCP point of view. The review covers a broad range of outcome measures, including patient
safety, patient satisfaction, privacy and security, self-efficacy, and health outcome.
Methods
A systematic search was conducted using Web of Science to identify review articles on the impact of
PAEHRs. Our search was limited to English-language reviews published between January 2002 and
November 2014. A total of 73 citations were retrieved from a series of Boolean search terms including
“review*” with “patient access to records”. These reviews went through a novel scoring system analysis
whereby we calculated how many positive outcomes were reported per every outcome measure
investigated. This provided a way to quantify the impact of PAEHRs.
Results
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Ten reviews covering chronic patients (eg, diabetes and hypertension) and primary care patients, as well as
HCPs were found but eight were included for the analysis of outcome measures. We found mixed
outcomes across both patient and HCP groups, with approximately half of the reviews showing positive
changes with record access. Patients believe that record access increases their perception of control;
however, outcome measures thought to create psychological concerns (such as patient anxiety as a result of
seeing their medical record) are still unanswered. Nurses are more likely than physicians to gain time
efficiencies by using a PAEHR system with the main concern from physicians being the security of the
PAEHRs.
Conclusions
This review implements a novel scoring system, which shows there is a lack of rigorous empirical testing
that separates the effect of record access from other existing disease management programs. Current
research is too targeted within certain clinical groups’ needs, and although there are positive signs for the
adoption of PAEHRs, there is currently insufficient evidence about the effect of PAEHRs on health
outcomes for patients or HCPs.
Keywords: patient accessible electronic health records, online record access
Introduction
Modern technology is changing the role of the passive patient to a more informed and engaging
stakeholder in their own care [1]. Technology is making personal health-related data and documents
digitally accessible and shareable between patients and physicians, with the aim of improving the safety,
quality, and effectiveness of care [2]. According to the Council of Europe, patients should be in a position
to access their medical records at their request and also be able to control who else can see their records
[3]. Despite such calls, it is still not common practice for patients to access their medical records [4].
The use of patient accessible electronic health records (PAEHRs) has been considered by health
organizations since the early 1990s [5]; however, PAEHRs have only recently received attention for their
use in improving access to patient data [6,7]. In their early days, PAEHRs failed to gain approval for
adoption because of prohibitive financial cost and the difficulty of transitioning from paper-based records
[8]. With the advancements of modern technology, PAEHR systems should be technologically easier to
implement and administer, yet the question still remains: Why has modern medicine not yet seen more
widespread application and implementation of PAEHR in patient care?
One potential reason is that research has still not resolved whether patients want to access their medical
records. Assuming patients would like access to their records, it is not yet known how helpful their
medical record (in its typical current form) will be to them and whether patients will understand its content
[1,4]. Furthermore, we currently have no knowledge of the impact that patient access to their PAEHRs
would have on health care providers (HCPs) [9].
To date, research on the impact of PAEHRs has been focused on a particular clinical group, or on a limited
number of outcome measures, from either the perspective of patients or doctors. Furthermore, no data have
been published regarding the impact of changes in information supply—whether qualitative or quantitative
—on patients’ psychological status, for example, their anxiety about their health [10]. To address the above
issues, we provide a review of existing reviews that aims to critically evaluate the current state of the
evidence regarding PAEHRs. The main objective of this paper was to synthesize relevant research to
provide a quantitative insight into the impact of PAEHRs across a range of outcome measures in a number
of clinical populations and investigate differences between patients and HCPs.
Methods
Study Search and Selection
We searched English-language articles indexed in any databases in Web of Science with a publication date
between January 2002 and November 2014. Potentially relevant review articles were identified using a
combination of medical subject headings, free text phrases, and Boolean searches. These included
“review*” with (1) “patient access to records” (n=49 citations), (2) “patient portal” (n=18 citations), and
(3) “patient accessible” (n=6 citations) across all Web of Science databases, including Web of Science core
collection, MEDLINE, and BIOSIS Citation Index. This allowed us to focus the current paper as a review
of reviews within the existing literature resulting in 73 citations. The references of selected reviews were
also examined to search for additional articles satisfying inclusion criteria (n=1).
Eligibility Criteria
We defined PAEHRs as patient accessible information held by the physician and/or health care system. We
included systematic reviews that assessed the effect of PAEHRs on a variety of quality and clinically
related outcome measures in adult populations. The reviews investigated patients suffering chronic disease
such as diabetes and hypertension as well as patients seen in primary care. Inclusion criteria included
suitable research questions, description of methods supporting the paper as a review, and reported a
narrative on the impact of PAEHRs. Exclusion criteria were non-English, non-peer-reviewed, duplicates,
non-empirical, and papers with a non-electronic use of record access or if the focus of the paper was on the
design of a patient portal system. The majority of citations were excluded because they did not provide a
review of the existing literature on patient/HCP outcome measures based on a review of the abstract and/or
study title (Figure 1).
Scoring System
A scoring system was developed to weight the impact of an outcome measure quantitatively and thereby
investigate the impact of PAEHRs by individually assessing their impact on each outcome measure
described in the reviews. These outcome measures were subsequently categorized forming 16 measurable
domains (Multimedia Appendix 1). The definitions of these outcome measures are either (1) derived
directly from one of the original review sources (eg, “effectiveness of record access” and “usefulness and
usability” have been concatenated to make the definition “usefulness/effectiveness of record access”), or
(2) a logical definition has been applied based on the original definitions (eg, “glycemic control, change in
gyrated hemoglobin and blood pressure control” have been concatenated to make the definition “clinical
outcome”). The citations of each included review were assessed to determine which outcome measures
were investigated (frequency) as well as the result of that outcome measure, that is, if the investigated
outcome measure was found to improve as a result of PAEHR access (positive impact). For example, in a
review by Giardina et al [9], a study was included carried out by McCarrier et al, which evaluated the
effectiveness of electronic patient portals in a group of diabetic patients [11]. McCarrier found that there
was no improvement in glycemic control in patients with PAEHR access (clinical measure), but patients
became more involved in their clinical care through the use of PAEHRs (self-efficacy - patient
involvement), therefore providing a positive outcome score of 1 in the “self-efficacy - patient
involvement” outcome measure and a no improvement score of 0 in the “clinical outcome” outcome
measure.
Results
Overview
The systematic search provided ten review articles reporting on PAEHR implementations across different
health care contexts and clinical groups (Multimedia Appendix 2; [12]). Eight review articles were used in
the final analysis. One review was excluded because of duplicate citations [1], and another study [7]
contained 32 citations that were not referenced directly within the outcome measures described in their
paper. Figure 2 summarizes the total number of times an outcome measure was reported in each review
against the number of times these outcome measures were reported to have had a positive impact across
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each individual study.
Patients’ Perspective
Across reviews, we found some uncertainty regarding whether access to PAEHRs makes a difference and
whether patients actually want access to their PAEHRs (Figure 3).
The usefulness/effectiveness of
PAEHRs included outcomes such as the usefulness, interoperability, and adoption rate. A more detailed list
can be found in Multimedia Appendix 1. It is unclear from the current evidence whether PAEHRs are
useful or effective for patients. Giardina found 40% (2/5) of studies showing positive outcomes of PAEHR
usefulness [9], Nyugen found 50% (43/86), and Poissant found 53% (10/19). Two reviews found PAEHRs
showed an overall positive impact: 100% for both de Lusignan (9/9) and Goldzweig (2/2). Whereas
Ferreira found the opposite effect (0/1).
Nyugen et al reported that patients questioned the usefulness of PAEHRs because they were not well
designed and did not integrate well with other existing clinical systems, for example, the National Health
Service (NHS) HealthSpace [13]. Four themes emerged from the current review that act as a framework
for usefulness: (1) promotion of a sense of illness ownership, (2) patient driven communication, (3)
personalized support, and (4) mutual trust between patient and provider.
Patient satisfaction was investigated with outcomes such as mood states and
satisfaction with care [14] and is further defined in Multimedia Appendix 1. We found six reviews that
reported on patient satisfaction. Of those, two reviews [4,14] found no change in patient satisfaction (0/1
in both reviews) and one review reported 14% (1/7) that included showing a positive impact on patient
satisfaction after PAEHR use [9]. Nyugen found 40% (2/5) of studies [13] and Goldzweig reported 57%
(4/7) of studies showing a positive impact on patient satisfaction [15]. De Lusignan reported 100% (10/10)
of studies showing a positive change in patient satisfaction [16].
A barrier to PAEHR uptake is poor patient satisfaction with a PAEHR system. Satisfaction can be a result
of various aspects of patient experience, such as the (perceived) quality of care, consultation, or
information provided [9]. Giardina et al found 11 studies that reported on patient satisfaction with eight of
them showing no significant differences in satisfaction as a result of PAEHR access [9]. Similarly, Ferreira
et al found that use of PAEHRs produces only modest benefits in satisfaction [4].
Self-efficacy involved various aspects that encompass a patient’s beliefs about how
they feel, including patient involvement, communication, and patient empowerment as a result of PAEHR
access. Overall, we found 67% (31/46) of positive changes as a result of PAEHR use across all self-
efficacy domains, as made up by patient involvement (67%, 10/15), patient empowerment (78%, 18/23),
and patient communication (38%, 3/8).
The most common reasons that patients wanted to look at their medical records were to see what their
physician said about them (74%), to be more involved in their health care (74%), and to understand their
condition better (72%) [4]. Ko et al report patient empowerment outcomes in 3 clinical groups, namely
oncology (n=2), and palliative care (n=1) demonstrating positive change after PAEHR use, and a negative
change in a group of rheumatoid arthritis patients (n=1), and two studies in oncology with patient
communication as an outcome (both showing no change in communication with PAEHR access) [14].
Psychological outcomes examined across reviews included measures of anxiety,
depression, contentment, and quality of life, using behavioral measures such as the Spielberger State-Trait
Anxiety Inventory and the European Organization for Research and Cancer quality-of-life questionnaire
(EORTC QLQ-C30) [17]. We found a typical pattern of mixed outcomes with 11 studies showing no
change in psychological outcomes from a total of 18. For example, a study reported in Goldzweig et al
randomly assigned couples having in vitro fertilization in the Netherlands to usual care versus PAEHR
access and found no change in anxiety or change in depression between the 2 groups as a result of PAEHR
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access [18]. Poissant et al also report that PAEHR access was not found stressful by patients [19]. Ferreira
et al found no consistent pattern in the impact of PAEHRs on psychological outcomes and suggested it is
worthwhile to carry out a larger study on the effects of PAEHR use on such outcomes [4].
Health outcomes/behavior include diet, alcohol intake,
medication changes, and smoking or exercise habits and are different to “clinical outcomes”, which refer
to outcomes that can be empirically tested such as hemoglobin A1c levels. Giardina et al’s review shows a
typical pattern of PAEHR impact, whereby they found a mix of results relating to specific clinical
measures (such as blood pressure and various diabetes measures) with 50% (2/4) of studies reporting a
positive change in clinical measure [9]. Goldzweig et al found most positive changes with 75% (6/8) of
studies in their review reporting a positive change as a result of PAEHR access [15].
Ammenwerth et al found that the impact of PAEHR access on health outcomes is limited with respect to
impact on clinical outcome, health resource consumption, patient adherence, and patient-physician
communication. They report that the parameters studied did not show a statistically significant difference
between intervention and control groups and in particular, no statistically significant changes could be
observed for parameters related to clinical outcome. Ammenwerth’s findings suggest that the available
evidence does not support the assumption that PAEHRs improve patient care [1].
Health Care Professionals’ Perspective
There were a number of articles that evaluated the benefit of PAEHRs from the HCPs’ perspective
(Multimedia Appendix 1), although relatively fewer studies focused on the HCPs’ perspective of PAEHRs
when compared with patient perspective [20] (Figure 4). The types of HCP evaluated were mainly doctors
and nurses [21-30].
Several of these, in addition to stating a qualitative benefit, described the measurable impact of any benefit
as outcome measures including workload, privacy and confidentiality concerns, cost, and communication.
These are described in more detail below.
The poor uptake of electronic health records (EHRs)
may be driven by HCPs who are wary of patient access to medical records, fearing it may cause patient
anxiety. De Lusignan et al found eight studies where physicians feared that PAEHR access without a
physician available to interpret the information might cause patients to worry [16]. Although these risks
are low [31], doctors have concerns about shared medical records and see less potential for benefit than
patients [32]. These concerns included doctors finding a computer system “stressful”, having spent twice
as much time using the computer than they had previously using their hand-written notes [19].
These concerns are also extended to the security of the electronic records, with HCPs reporting
professional concerns about privacy and confidentiality in 16 studies of de Lusignan’s review [16]. The
security and confidentiality of patient data must be put at the forefront of EHR services in order to achieve
widespread consumer acceptance and adoption [9], and patients should have the right to decide who can
access and edit their medical records [33], which was found to be a common barrier for PAEHR uptake
[15].
HCPs do not want changes to the current medical record system to negatively impact their time
[34]. Research has shown an interesting mix of findings on the impact of PAEHRs on workload. The most
striking finding is a study that recently investigated changes in HCP workload [16]. De Lusignan et al
found that half of the studies in their review (13/26) showed PAEHRs have a positive impact on changes to
workload or workflow (ie, a decrease in workload).
Poissant et al’s review focused on the effects of PAEHR access on HCPs documentation time. They found
that that decreased documentation time in a PAEHR project is not likely to be realized, especially for
physicians. From a total of 23 studies included in their review, they found that 11 studies examined the
impact of PAEHRs on time efficiencies of nurses, of which six studies found that nurses are more likely
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than physicians to gain time efficiencies by using a computer system to document patient information.
Two studies found that bedside PAEHR increased documentation time, and one study reported different
results depending on the specific content of the information being documented [19].
With respect to physicians, ten studies examined the impact of PAEHR on time efficiencies of physicians.
Poissant et al found that using a PAEHR system increased physician documentation time by 17%. Of their
studies, 60% (6/10) reported significant results in the direction of unfavorable impact on initial visit time,
and 10% (1/10) lacked sufficient information to identify whether the results were significant. In the
remaining three studies, there were no significant differences between computer and paper documentation
time [19]. Ferreira et al report that physicians found no change in their workload or no adverse
consequences as a result of PAEHRs, and all the physicians supported the use of PAEHRs [4].
Improving doctor-patient relationship is one of the few outcomes that can be
investigated from a physician point of view, yet studies still report how doctor-patient relationships
improve from the patient point of view. Ferreira et al report only one study that investigated doctor-patient
relationships. They found that the majority of doctors (and patients) were unanimous in their belief that the
paehr access was positive for both physicians and patients and improved the level of communication
between them [4]. Furthermore, Ferreira et al report three randomized clinical trial studies whereby hcps
found access to paehrs via the internet easy to use, useful, and considered that it could improve their
communication with other HCPs [4].
Fewer studies across the reviews examined PAEHRs
from the perspective of the service provider (eg, a hospital providing PAEHR access). In one study,
Poissant et al found that using PAEHRs for writing all inpatient orders significantly lowered patient
charges and hospital costs [19]. Nyugen et al reviewed three studies that demonstrated how PAEHRs in the
United States could provide a positive return on investment providing evidence of major financial benefit
[13].
Apart from patients, HCPs, and service provider factors, we considered study design, which
informs the quality of the evidence analyzed in our review. Poissant et al reviewed 23 papers of which only
5 were randomized controlled trials (RCT), with other studies being posttest control studies (n=6), and
one-group pretest-posttest designs (n=12) [19]. Ferreira et al outlined the number of articles implementing
an RCT (n=18), a transversal study (n=39), a longitudinal study (n=5), and a letter (n=20) [4].
Not all studies highlighted the historically small proportion of randomized studies. In Giardina et al’s more
recent review, however, 20 studies were RCTs with only seven studies being uncontrolled observational
studies [9], suggesting that the quality of evidence is continuing to improve.
Discussion
Principal Findings
The systematic reviews included in our synthesis aimed to investigate the effect of record access on
various outcomes. We found that these reviews showed mixed outcomes in aspects of patient safety,
usefulness, satisfaction, and self-efficacy across patients and HCPs. This is typically represented by
Giardina et al’s review, who found an absence of positive evidence on these outcome measures, with only
50% of studies showing positive changes with record access [9]. Positively, the little work carried out on
the cost of PAEHRs has shown that implementing PAEHR systems would lower hospital costs.
We next highlight some of the issues that surround the study of patient access to their medical records in
terms of both technical and scientific rigor, which leads to the root of the problem: for such a large
problem, there is very little data-driven evidence coming from a large population. We believe a large factor
contributing to the lack of success in PAEHR access has been a lack of data-driven evidence about the
opinions, wants, and needs of large clinical consumer groups. This setback comes to the heart of the issue
in this field: PAEHR developers are still not clear whether providing patients with record access makes a
difference to either the patients themselves or their physician.
Lack of Empirical and Rigorous Testing
Current research is targeted to certain clinical groups and their needs, which makes the findings difficult to
implement across a large non-disease-specific population. More than half of the patient portal evaluations
reviewed by Otte-Trojel were targeted at chronic disease patients, such as the management of diabetes,
hypertension, and depression [7]. The problem with disease-specific studies is that they are more
vulnerable to a “ceiling effect” due to the breadth and quality of the well-established existing disease
management programs. This problem is also highlighted in Goldzweig’s review, which identified examples
where record access was associated with improved outcomes for patients with chronic diseases, such as
diabetes, hypertension, and depression, but these studies generally used the PAEHR in conjunction with
case management [15]. As a result, the effects of PAEHRs are small and could provide an explanation into
why PAEHR effects are often inconsistent. Future work could consider investigating the effects of
PAEHRs on various mechanisms (such as patient empowerment) outside the remit of disease-specific
groups to avoid issues surrounding care coordination [7].
A large proportion of studies that investigate the impact of PAEHRs on various outcome measures follow a
quasi-experimental design implementing interviews and/or surveys to measure the impact of each
intervention. There is the potential to implement better quality study designs and use more objective and
rigorous measuring techniques to determine whether a cause and effect relationship exists between
PAEHRs and outcome measures. Future research should examine the processes of PAEHR and their direct
effects by implementing a pretest and posttest design where participants are tested on a specific set of
outcome measures before and after exposure to a PAEHR system.
Research should also aim to address our understanding of how PAEHRs can bridge the gap between
patient and doctor with a focus on using up-to-date technologies. Over the last 20 years, there have been
large technological improvements, both in terms of hardware and software. As a result, research carried
out in the last century may not be comparable with modern day technologies. We found that a large
proportion of studies that investigated the effects of PAEHRs were published between 1996 and 2005. The
implementation of PAEHRs should no longer be a technological problem as the technology has been
available for some years now [13], therefore, it is important for research to reflect these advances.
Limitations
Our study focused only on English language reviews, which neglects PAEHR advancements from other
parts of the world. Furthermore, our review of reviews covers a small overall evidence base compared to a
systematic review focused on one group (eg, patients) and a lack of quantitative synthesis is arguable, as
the reviews presented heterogeneous datasets/studies. However, we believe that the reviews analyzed here
cover a large number of primary studies across a variety of outcome measures and our scoring system
provides a quantifiable way of synthesizing the literature. PAEHR systems conceptually vary, and our
review brings together results across a variety of PAEHR systems, as do the reviews that make up our
work, which could be contributing to the nature of the results. The small number of RCTs investigating
patient access to their medical records was further limited by the small sample sizes in the studies used in
this review, therefore compromising the quality of a scientific study. However, there is currently little solid
evidence from RCTs of proven effectiveness in improved patient health outcomes through the use of
PAEHRs [35].
Conclusions
Our synthesis of available systematic reviews examined the impact of patient access to electronic medical
records and revealed few overarching results. There was minimal evidence to support the universal use of
PAEHRs both from a patient or HCP point of view; however, PAEHRs appear to have a positive impact on
patient empowerment. Patients appear to have positive views after using PAEHRs and the information
quality in PAEHRs is positive, although major drawbacks include security, privacy, and confidentiality
concerns. HCPs also appear to be divided in terms of whether using a PAEHR reduces their workload. The
topic of PAEHRs appears to be one that divides both patients and HCPs and is certainly a field where more
rigorous research is needed to evaluate practice and improve system design and implementation.
Acknowledgments
This work was supported by the Sowerby Foundation (UK). Author NS’s research was supported by the
National Institute for Health Research (NIHR) Collaboration for Leadership in Applied Health Research
and Care South London at King’s College Hospital NHS Foundation Trust. The views expressed are those
of the authors and not necessarily those of the NHS, the NIHR or the Department of Health.
Abbreviations
EHR electronic health record
HCP health care provider
PAEHR patient accessible electronic health records
RCT randomized controlled trial
Multimedia Appendix 1
Definitions of outcome measures across synthesized reviews.
Multimedia Appendix 2
Evidence synthesis overview.
Footnotes
Contributed by
Authors' Contributions: SRJ designed and performed the review and analyzed data. SRJ, RC, NS, EM, and AD wrote
the manuscript.
Conflicts of Interest:
Conflicts of Interest: Author NS delivers regular patient safety and human factors training on a consultancy basis to
hospitals in the United Kingdom and internationally.
References
1. Ammenwerth E, Schnell-Inderst P, Hoerbst A. The impact of electronic patient portals on patient care: a
systematic review of controlled trials. J Med Internet Res. 2012;14(6):e162. doi: 10.2196/jmir.2238.
http://www.jmir.org/2012/6/e162/ [PMCID: PMC3510722] [PubMed: 23183044]
2. Kay M. Building Foundations for EHealth. 2006. [2015-06-22]. webcite World Health Organization
http://www.who.int/goe/publications/bf_FINAL.pdf.
3. Council of Europe Recommendation No. R (97) 5 of the Committee of Ministers to member states on
the protection of medical data. Int Dig Health Legis. 1998;49(3):502–8. [PubMed: 11657540]
4. Ferreira A, Correia A, Silva A, Corte A, Pinto A, Saavedra A, Pereira AL, Pereira AF, Cruz-Correia R,
Antunes LF. Why facilitate patient access to medical records. Stud Health Technol Inform. 2007;127:77–
90. [PubMed: 17901601]
5. McLaren P. The right to know. BMJ. 1991 Oct 19;303(6808):937–8.
http://europepmc.org/abstract/MED/1954414. [PMCID: PMC1671386] [PubMed: 1954414]
6. Pagliari C, Detmer D, Singleton P. Potential of electronic personal health records. BMJ. 2007 Aug
18;335(7615):330–3. doi: 10.1136/bmj.39279.482963.AD. http://europepmc.org/abstract/MED/17703042.
[PMCID: PMC1949437] [PubMed: 17703042]
7. Otte-Trojel T, de BA, Rundall T, van de Klundert Joris How outcomes are achieved through patient
portals: a realist review. J Am Med Inform Assoc. 2014;21(4):751–7. doi: 10.1136/amiajnl-2013-002501.
[PMCID: PMC4078283] [PubMed: 24503882]
8. Haste F. Personal health record evaluation. Project report. London, UK: Health Education Authority;
1992.
9. Davis Giardina Traber, Menon S, Parrish D, Sittig D, Singh H. Patient access to medical records and
healthcare outcomes: a systematic review. J Am Med Inform Assoc. 2014;21(4):737–41. doi:
10.1136/amiajnl-2013-002239. [PMCID: PMC4078277] [PubMed: 24154835]
10. Gravis G, Protière Cristel, Eisinger F, Boher JM, Tarpin C, Coso D, Cappiello M, Camerlo J, Genre D,
Viens P. Full access to medical records does not modify anxiety in cancer patients: results of a randomized
study. Cancer. 2011 Oct 15;117(20):4796–804. doi: 10.1002/cncr.26083.
http://dx.doi.org/10.1002/cncr.26083. [PubMed: 21607939]
11. McCarrier K, Ralston J, Hirsch I, Lewis G, Martin Diane P, Zimmerman Frederick J, Goldberg Harold
I. Web-based collaborative care for type 1 diabetes: a pilot randomized trial. Diabetes Technol Ther. 2009
Apr;11(4):211–7. doi: 10.1089/dia.2008.0063. http://europepmc.org/abstract/MED/19344195.
[PMCID: PMC2989842] [PubMed: 19344195]
12. Amante DJ, Hogan TP, Pagoto SL, English TM. A systematic review of electronic portal usage among
patients with diabetes. Diabetes Technol Ther. 2014 Nov;16(11):784–93. doi: 10.1089/dia.2014.0078.
[PubMed: 24999599]
13. Nguyen Lemai, Bellucci E, Nguyen L. Electronic health records implementation: an evaluation of
information system impact and contingency factors. Int J Med Inform. 2014 Nov;83(11):779–96. doi:
10.1016/j.ijmedinf.2014.06.011. [PubMed: 25085286]
14. Ko H, Turner T, Jones C, Hill C. Patient-held medical records for patients with chronic disease: a
systematic review. Qual Saf Health Care. 2010 Oct;19(5):e41. doi: 10.1136/qshc.2009.037531.
[PubMed: 20511601]
15. Goldzweig C, Orshansky G, Paige N, Towfigh A, Haggstrom D, Miake-Lye I, Beroes J, Shekelle P.
Electronic patient portals: evidence on health outcomes, satisfaction, efficiency, and attitudes: a systematic
review. Ann Intern Med. 2013 Nov 19;159(10):677–87. doi: 10.7326/0003-4819-159-10-201311190-
00006. [PubMed: 24247673]
16. de LS, Mold F, Sheikh A, Majeed A, Wyatt J, Quinn T, Cavill M, Gronlund T, Franco C, Chauhan U,
Blakey Hannah, Kataria N, Barker F, Ellis B, Koczan P, Arvanitis T, McCarthy M, Jones S, Rafi I.
Patients' online access to their electronic health records and linked online services: a systematic
interpretative review. BMJ Open. 2014;4(9):e006021. doi: 10.1136/bmjopen-2014-006021.
http://bmjopen.bmj.com/cgi/pmidlookup?view=long&pmid=25200561. [PMCID: PMC4158217]
17. Gravis G, Protière Cristel, Eisinger F, Boher JM, Tarpin C, Coso D, Cappiello M, Camerlo J, Genre D,
Viens P. Full access to medical records does not modify anxiety in cancer patients: results of a randomized
study. Cancer. 2011 Oct 15;117(20):4796–804. doi: 10.1002/cncr.26083.
http://dx.doi.org/10.1002/cncr.26083. [PubMed: 21607939]
18. Tuil WS, Verhaak CM, Braat Didi D M, de Vries Robbe Pieter F, Kremer Jan A M. Empowering
patients undergoing in vitro fertilization by providing Internet access to medical data. Fertil Steril. 2007
Aug;88(2):361–8. doi: 10.1016/j.fertnstert.2006.11.197. [PubMed: 17416366]
19. Poissant L, Pereira Jennifer, Tamblyn Robyn, Kawasumi Yuko. The impact of electronic health records
on time efficiency of physicians and nurses: a systematic review. J Am Med Inform Assoc.
2005;12(5):505–16. doi: 10.1197/jamia.M1700. http://jamia.oxfordjournals.org/cgi/pmidlookup?
view=long&pmid=15905487. [PMCID: PMC1205599] [PubMed: 15905487]
20. Fitton C, Fitton R, Hannan A, Fisher B, Morgan L, Halsall D. The impact of patient record access on
appointments and telephone calls in two English general practices: a population-based study. London
Journal of Primary Care. 2014;6:8–15. [PMCID: PMC4235347]
21. Bosman RJ, Rood E, Oudemans-van Straaten Heleen Maria, Van der Spoel Johan Ids, Wester Johannus
Petrus Jacobus, Zandstra DF. Intensive care information system reduces documentation time of the nurses
after cardiothoracic surgery. Intensive Care Med. 2003 Jan;29(1):83–90. doi: 10.1007/s00134-002-1542-9.
[PubMed: 12528027]
22. Marasovic C, Kenney C, Elliott D, Sindhusake D. A comparison of nursing activities associated with
manual and automated documentation in an Australian intensive care unit. Comput Nurs. 1997;15(4):205–
11. [PubMed: 9260381]
23. Minda S, Brundage DJ. Time differences in handwritten and computer documentation of nursing
assessment. Comput Nurs. 1994;12(6):277–9. [PubMed: 7812894]
24. Wong DH, Gallegos Y, Weinger MB, Clack S, Slagle J, Anderson CT. Changes in intensive care unit
nurse task activity after installation of a third-generation intensive care unit information system. Crit Care
Med. 2003 Oct;31(10):2488–94. doi: 10.1097/01.CCM.0000089637.53301.EF. [PubMed: 14530756]
25. Menke J, Broner C, Campbell D, McKissick M, Edwards-Beckett Ja. Computerized clinical
documentation system in the pediatric intensive care unit. BMC Med Inform Decis Mak. 2001;1(1):3–3.
doi: 10.1186/1472-6947-1-3. [PMCID: PMC57982] [PubMed: 11604105]
26. Pabst MK, Scherubel JC, Minnick AF. The impact of computerized documentation on nurses' use of
time. Comput Nurs. 1996;14(1):25–30. [PubMed: 8605657]
27. Pierpont GL, Thilgen D. Effect of computerized charting on nursing activity in intensive care. Crit
Care Med. 1995 Jun;23(6):1067–73. [PubMed: 7774218]
28. Bradshaw KE, Sittig DF, Gardner RM, Pryor TA, Budd M. Computer-based data entry for nurses in the
ICU. MD Comput. 1989;6(5):274–80. [PubMed: 2486506]
29. Shu K, Boyle D, Spurr C, Horsky J, Heiman H, O'Connor P, Lepore J, Bates DW. Comparison of time
spent writing orders on paper with computerized physician order entry. Stud Health Technol Inform.
2001;84(Pt 2):1207–11. [PubMed: 11604922]
30. Kovner C, Schuchman L, Mallard C. The application of pen-based computer technology to home
health care. Comput Nurs. 1997;15(5):237–44. [PubMed: 9329225]
31. Ross S, Lin C. The Effects of Promoting Patient Access to Medical Records: A Review. Journal of the
American Medical Informatics Association. 2003 Mar 01;10(2):129–138. doi: 10.1197/jamia.M1147.
[PMCID: PMC150366] [PubMed: 12595402]
32. Ross S, Todd J, Moore L, Beaty B, Wittevrongel L, Lin Chen-Tan. Expectations of patients and
physicians regarding patient-accessible medical records. J Med Internet Res. 2005;7(2):e13. doi:
10.2196/jmir.7.2.e13. http://www.jmir.org/2005/2/e13/ [PMCID: PMC1550642] [PubMed: 15914460]
33. Markwell DC, Fogarty L, Hinchley A. Validation of a European message standard for electronic health
records. Stud Health Technol Inform. 1999;68:818–23. [PubMed: 10725010]
34. Rimmer A. GP Online January. 2012. [2015-06-22]. webcite Patient access to medical records will add
to GP workload http://www.gponline.com/patient-access-medical-records-will-add-gp-
workload/article/1113203.
35. Archer N, Fevrier-Thomas U, Lokker C, McKibbon K, Straus S. Personal health records: a scoping
review. J Am Med Inform Assoc. 2011;18(4):515–22. doi: 10.1136/amiajnl-2011-000105.
http://jamia.oxfordjournals.org/cgi/pmidlookup?view=long&pmid=21672914. [PMCID: PMC3128401]
[PubMed: 21672914]
Figures and Tables
Figure 1
Flow diagram of study methodology.
Figure 2
Frequency of all outcome measures across the 8 reviews analyzed in this study. The number of times a review (y-axis)
reported on any outcome measure (black bar) against the number of times these outcome measures were found to have a
positive impact (gray bar).
Figure 3
The frequency of patient outcomes (black bars) against frequency of positive change (gray bars); eg, usefulness/effective
of record access (RA) has been investigated 122 times as an outcome measure with only 66 of those investigations
reporting a positive impact (gray bar). We therefore infer that the proportion of black on the horizontal bars illustrates that
there are studies that have found RA to have a negative impact or at least no impact on the outcome factors.
Figure 4
Frequency of studies showing a positive change (black bars) and negative/no change (white bars) after patients were given
record access from the point of view of doctors and service providers.
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